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An Early Instance of 
Cancer Bombardment 
by Uranium 


A FORGOTTEN paper, 
or rather a synopsis of 
two posthumous papers, by 
Dr. Henry F. Harris, ap- 
peared in 1926 in Interna- 
tional Clinics (Volume III, 
36th Series, pages 137-150). The title was 
“Radio-Ionic Medication of Uranium in 
the Treatment of Cancer and of Subacute 
and Chronic Infections, with or without 
Ulceration.” 

The papers in question were read before 
meetings of the Fulton County Medical 
Society of Georgia, on July 2, 1925, and 
November 4, 1925, respectively. Dr. Harris 
was connected at various times during his 
lifetime with the Jefferson Medical Col- 
lege, the Atlanta College of Physicians and 
Surgeons, and the Georgia State Board of 
Health. 

In view of the present interest in new 
applications of nuclear radiations by way 
of producing intense local ionization with 
such tumor-slowing effects as have been 
shown, for example, by the Crocker Lab- 
oratories, the early work of Harris may be 
viewed as at least a prophetically symbolic 
approach to the therapeutic utilization of 
neutrons without harm to normal cells. 

Harris used 1 and 2 per cent solutions 
of uranium sulfate or chloride, and effect- 
ed ionization by means of a small dynamo 
providing a continuous pressure of 50 volts 
and furnishing 100 milliamperes (of 
which ordinarily not more than from 10 
to 30 amperes were used). He described 
the technic in detail. 

The treatment usually consisted of sé- 
ances lasting one or two hours, repeated at 
intervals of six or eight days. Large tumors 
were dealt with piecemeal, “in such cases 
as many different treatments can be given 
daily as can comfortably be borne. . . 
The treatment should be repeated . . 
until the object aimed at is evidently ac- 
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complished. . . . It is par- 
ticularly noteworthy that 
when properly applied the 
most malignant tumors 
yield with great rapidity to 
this treatment where they 
can be properly reached.” 

This work consumed a 
great many years of Harris's 
lifetime. Nine accessible cases, all apparent- 
ly successful, are reported in these 1925-6 
papers. The treatment was applied ‘in 365 
instances” altogether. Many very large, 
rapidly growing cancers, resistant to both 
radium and x-ray, were apparently cured. 

While this work is only remotely re- 
lated to the therapeutic technics to come 
that will apply atomic energy, Harris does 
recall the figure of the explorer in Keats’s 
poem who first gazed upon the Pacific. 


Murder, Incorporated 
WE have been studying the proposed 


bill to legalize euthanasia. It is a 
suggestive document. It proposes an 
amendment to the penal law, to be section 
1056, and to read in part as follows: 


Death resulting from euthanasia administered 
pursuant to and in accordance with the provisions 
of article fifteen of the public health law shall 
not constitute a crime or be punishable undei 
any provisions of this act. 


The proposal is based upon an allegedly 
laudable desire to end human suffering ir- 
remediable at the present time. The con- 
sent of the patient is essential; he must 
petition a court of record or any justice 
of the Supreme Court, and he must be 
examined and his fitness to receive eutha- 
nasia determined by a committee of three, 
appointed by the judge or justice who has 
been itioned, two members of which 
committee must be physicians. 

There is no reason, under our demo- 
cratic system, why such a privilege should 
be accorded to sufferers from incurable 
diseases, and withheld from other minori- 
ties also deserving death for one reason 
or another. We daresay that most per- 
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sons who commit suicide have what to 
many seem good reasons for so doing. 
Why not permit them to petition for 
euthanasia too, and to have their claims 
for consideration sirhilarly examined, with 
no penalties attaching to those humani- 
tarians vested with authority to destroy 
them. 

This raises the general question of mur- 
der. Since many people richly deserve 
to be executed anyway, and since it has 
been scientifically proved that the death 
of a majority of victims is a eugenic gain 
for the race, why is it not expedient to 
liberalize our laws against murder? In 
this case the consent of the victims could 
not be expected, and indeed euthanasia 
for the suffering would not for long, ob- 
viously, be predicated upon consent. Our 
primary elections might be made the oc- 
casions for limited nominating procedures, 
whereby those deserving execution would 
be designated, voting thereon to take place 
at the regular polls, with confirmation by 
the courts of those elected. This system 
would largely do away with costly trials 
and the unseemly and bloody episodes 
which now so frequently offend our sen- 
sibilities, and would enormously quicken 
civic interest in the primaries. It is easy, 
in this light, to see one reason why our 
primary elections and our political cam- 
paigns now lack zest. It would also tend 
to abate war and could be the much 
sought substitute or William James's 
“moral equivalent” for it. If the 
euthanasia proposal is defensible on moral 
grounds, then our suggestions are equally 
defensible. As a matter of fact, though, 
is it not likely that man’s insatiable de- 
sire to kill is the chief motivation in these 
matters, rather than the alleged humani- 
tarian considerations? The euthanasia ad- 
vocates seem much like the Puritans who 
opposed bear-baiting not so much because 
it was a cruel sport as because it gave 
pleasure to the spectators. 

The proposed euthanasia bill is indeed 
suggestive. Its proponents, given the green 
light, may start more than they have bar- 
gained for. 
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Abortive, Nonparalytic Poliomyelitis 


epee reports as those of Smith, Bridge, 
Underwood and Dale [{J].A.M.A. 17: 
1150 (Dec. 22) 1945} and of Casey, Fish- 
bein and Bundesen (ibid.) on the epidemi- 
ology of poliomyelitis show the necessity of 
a tightening up of our preventive measures, 
particularly isolation, at least in epidemics 
or threatened epidemics, of probably hu- 
man sources, that is, of children suffering 
from upper respiratory infections, fever 
and vomiting, for “The often quoted es- 
timates of 10 to 40 abortive cases for 
every one in which paralysis develops 
would not seem unreasonable in the light 
of our experience” (Smith, ef al.). 
The incubation period is longer than 
we used to think. It is 10 to 14 (or 
even 35) days, so that nonparalytic cases 
who have had the symptoms of a “cold,” 
with sore throat, headache, dizziness, pain 
in the legs, and perhaps some neck or 
back stiffness, are forgotten and not con- 
nected with the paralyzed case giving im- 
mediate concern. mer 
“There is a large body of data indi- 
cating that poliomyelitis often passes from 
person to person by respiratory or oral 
transfer” (Smith, et al.), but whereas 
“colds” have an incubation period of one 
or two days, that of poliomyelitis is, as 
has been said, from 10 to 14 or more days. 
Therefore, since it is not always expedient 
to diagnose the mild, nonparalytic cases 
or to discover high spinal fluid protein, 
one inevitably concludes that our methods 
of control, particularly as regards schools, 
must be revised (Casey, et al.). 
The child with a so-called “cold” in 
contact with other children, perhaps in 
school, who is really suffering from non- 
paralytic poliomyelitis is a menace that 
we will have to consider more seriously. 
All of which emphasizes the overwhelm- 
ing importance of the’ “cold” as a chal- 
lenging public health problem. 


The History of Medicine, New Style 


WE are pleased to welcome to the ranks 
of medical journalism the Journal of 


—Concluded on page 43 
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URGENT MAXILLOFACIAL SURGERY 
Louis W. Schultz, M.D. 


Attending Oral Surgeon to the Illinois Research and Educational Hospital, 
The Presbyterian Hospital, Children’s Memorial Hospital and West Suburban Hospital 


THE first impression with reference to 

urgent maxillofacial surgery may bring 
to mind conditions such as lacerations of 
the skin, fractures of the jaws, gunshot 
wounds and other accidents involving this 
area. This, however, does not furnish 
a complete picture, because surgery te- 
quired in the correction of other deformi- 
ties is just as urgent and important. 

Carcinomata, if treated early by com- 
plete excision, block dissection of the 
lymph glands and vessels of the neck and 
drainage of the site of the malignancy, 
fractured jaws, congenital deviations from 
normal such as persistent thyroglossal duct, 
cleft lip and palate, are examples of types 
requiring urgent and early surgical cor- 
rection from the standpoint of the future 
welfare of the patient. In the last case, 
the future of such a child depends on 
early operation by a competent surgeon. 

Definition: A cleft lip or a cleft palate 
is the result of failure of the respective 
parts to unite at the fifth or sixth week of 
embryonal life. 

Indications: The indications for opera- 
tion are evident; for example, there is the 
anatomical deformity, causing interference 
with deglutition. 

The congenital lesion cleft lip is com- 
monly, but incorrectly, called harelip. 
Harelip is a descriptive name that has 
been handed down because of the fancied 
similarity of the cleft to that in the up- 
per lip of the hare. Hereafter the terms 
cleft lip and cleft palate will be used 
by the author. 


Etiology 


HE cause of this lesion is not known 
and therefore its etiology is open to 
the imagination of all authors. 
This condition is the result of the fail- 
ure of the constituent parts to unite at the 





Department of Surgery, University of Illinois, Col- 
leze of Medicine. 
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fifth or sixth week of intra-uterine life. 
All the normal parts are there and all 
one has to do is unite them. Very seldom 
are parts missing or redundant tissue 
present. 

The etiological factor that is most in- 
fluential is heredity. The frequency of 
the lesion in parents and children of the 
same family or in several children of the 
same family in varying degrees suggests 
heredity as the likeliest cause. The lesion 
may very easily be overlooked for a gen- 
eration or two if the deformity is minor. 
A bifid uvula, a slight notching of the 
upper lip, or a congenital scar of the lip, 
may easily escape observation. Such defects 
may go unnoticed throughout the lives 
of immediate kin—father, mother, uncle 
or aunt—and yet all be afflicted. 

Malnutrition is another factor thought 
to ply an important role in the cause of 
cleft lips and palates. The time element 
of this lesion, 1.e., the fifth or sixth week 
of intra-uterine life, coincides perfectly 
with the time of malnutrition inthaeka by 
hyperemesis gravidarum. Both occur in 
the fifth or sixth week of gestation. Many 
mothers, however, will say they were not 
sick a minute during the time they were 
carrying the child, and yet the child has a 
cleft. Still more mothers will say they 
were very sick during the early months 
and their children have no cleft of lip or 
palate. 

Mechanical causes are also to be con- 
sidered. In the fourth or fifth week of 
intra-uterine life, the first branchial arch 
closes and forms the lower jaw. This 
structure, being V-shaped, is forced be- 
tween the three centers of ossification of 
the upper jaw, by the extreme flexion of 
the child in utero; segments of the upper 
jaw, therefore, do not unite. 

The tongue is relatively enormous at 
this time, more than filling the oral cav- 
ity; this, too, may prevent the union of 
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the parts. Other mechanical causes are 
amniotic adhesions, cord interference—by 
being wrapped around the head—tumor 
formation, and interference of hands and 
feet. The climatic changes—geographical, 
seasonal and barometric—championed by 
Dr. William Peterson of the University 
of Illinois, must also be considered. 

The last of the etiological factors men- 
tioned in the literature are mental im- 
pressions, such as, the mother seeing a 
mad dog, a snake, or falling down the 
stairs, marked the child. The tabulation 
shows that the true cause is not known. 
The inability to demonstrate a lesion on 
‘the mother or father is of no significance. 

Another peculiar characteristic is that 
most clefts are on the left side. They 
.vary from a very minor, hardly noticeable 
congenital scar, to the wide open tripar- 
tite cleft. 


PHYSICIANS realize that proper treat- 
ment should be started immediately, 
“and since most such babies are feeding 
problems, a pediatrician should be called 
in on the case, if possible; also the baby 
should preferably stay in the hospital un- 
til the lip has been constructed. 
3x Relatives and friends will want to see 
the baby; if so, show a perfect baby with 
similar features because they will gossip, 
hurting the parents’ feelings and later in- 
juring the child. Instruct the nurse to 
exhibit the most beautiful baby and the 
comment will be favorable. 

The state law should make it com- 
pulsory to report cleft lips and cleft pal- 
ates so that all, regardless of means, may 
be restored to normal as soon and as per- 
fectly as possible. It is the responsibility 
of the state to care for these unfortunates 
when born to indigent parents, so that 
they may become citizens with unmarred 
features, with normal speech, and with 
all the senses that otherwise might be 
involved, intact. This is now being done 
in many states. 

Too much care cannot be exercised in 
the selection of the operator for this type 
of work. Loss of tissue in these parts 
is very serious and may ruin the entire 
life of the individual if a poor cosmetic 


34 





result or a speech defect results from im- 
proper surgery. 


When to Operate 
A the weight of the baby is an impor- 


tant factor in determining the time 
for operation, it is obvious that the field 
nurse should know of the case as early 
as possible, particularly in a rural com- 
munity; also a pediatrician should be in 
charge of the child’s diet. The field nurse, 
in the pediatrician’s absence, should be 
able to instruct the mother in the best 
methods of feeding the baby. One of the 
main points is to get the food into the 
baby in the shortest possible time with 
the least amount of effort on the part 
of the baby. The child will gain weight 
rapidly if it expends no energy and all 
the food is ingested. If the child must 
work too hard or too long it gets tired 
and goes to sleep before taking the proper 
amount of food. The mother can be 
taught to feed the baby, holding it in a 
semi-recumbent position to aid the im- 
perfect swallowing mechanism. Then, if a 
medicine dropper with a small piece of 
rubber hose one inch in length on the 
end is used, dropperfull after dropperfull 
can be administered. A teaspoon, a small 
medicine glass or a Breck feeder can also 
be used sometimes to good advantage. 
The best and most effective method is 
to gavage these babies by passing a small 
catheter and then putting on a glass fun- 
nel and pouring in the milk. The babies 
become so lazy they awake only to swal- 
low the tube and then go to sleep again 
as soon as their stomachs are filled. Their 
weight curve is upward as a tule, like the 
normal child. The first week the baby 
loses weight, the second week regains its 
birth weight and the third week keeps 
on gaining weight, showing that the diet 
is sufficient and agrees with it. 

The surgeon. decides when he should 
operate and the time chosen is very clear- 
ly a test of ability and experience on the 
part of the operator. Surely an operation 
of choice should not be done before three 
weeks of age because one can know very 
little about the baby in the first few days 
of life. It can’t be known whether all 
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Figure 1. 


Modified Rose technic for cleft lip. 


the systems are functioning properly and 
surely no one wants complications of any 
type if they can be avoided. It is poor 
judgment to operate on babies in the 
first few hours of life, also to wait until 
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they are one year or older up to even eight 
or ten years before the palate is closed, 
The ideal time for lip construction is at 
three or four weeks of age, and for the 
palate, three to six months, depending 
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on width of cleft, weight of the child 
and skill of the operator. The baby 
should be in the pediatric ward of a hos- 
pital where many children are cared for 
and several nurses can get the experience 
of ,handling these cases, preparing them 
for the anesthetic, operation and postop- 
erative treatment. 


Preoperative Treatment 


‘THE only preoperative treatment the 

author prescribes is that the baby be 
sent to the operating room with a clean 
nose, mouth and face. Naturally the weight 
of the child, the temperature and all 
other factors that might be detrimental 
are carefully checked. Temperature very 
often is elevated one or two degrees ow- 
ing to the withholding of food or fluids 
for too long a time before the operation. 
A dehydration temperature is easily de- 
termined by a careful perusal of the chart. 
The nasal discharge found in some of 
these children should not be considered 
too seriously when the palate is still =. 
The nose is constantly contaminated from 
the oral cavity and food, and therefore, 
this discharge should be ignored as a con- 
traindication for operation. 

These babies very frequently develop an 
otitis media due to the lack of proper 
ventilation of the middle ear. The cor- 
rection of this condition will not be es- 
tablished until the palatal muscles are 
placed in perfect balance. 
Therefore the otitis media 
cannot be considered a con- 
traindication to operation. 
This vicious cycle must be 
broken up as early as possible 
by closure of the palate. This 
sets up the normal antagonis- 
tic action when swallowing 
and therefore effects tension 
on the eustachian tubes which 
produces a patency and ventil- 
ation of the middle ear. This 
operation in the course of an 
otitis media will affect a cure 
and has been done many 
times in my practice with 
very good results. 





Because babies cry bitterly when spoiled 
and left by their parents in the hospital, 
they become dehydrated and sometimes de- 
velop a cough, which, if unconsidered, 
may defer the operation unnecessarily. A 
temperature with a nasal discharge or slight 
cough is not, as a tule, considered a 
contraindication to operation, but if rales 
are heard in the chest or there is a rash 
present, the case is more serious and the 
operation should be deferred. Certain 
facial blemishes, severe eczema, etc., also 
are contraindications to operation. 


Anesthesia 


T= administration of a general anes- 
thetic to infants a few weeks old is 
a serious undertaking. The margin of 
safety is infinitely smaller than in adults. 
Reactions, such as shock, paralysis and 
death result more quickly than in older 
individuals. The old adage, “A person 
under a general anesthetic is half dead,” 
should not be considered lightly. 

There are many methods of administer- 
ing anesthetics to babies to keep them 
quiet during an operation. Some of the 
drugs used are: a sugar-water sponge, 
whiskey, paregoric, seconal, nembutal, 
novocaine and the gaseous compounds: 
nitrous oxide and oxygen, ethylene, vian- 
thene, ethyl chloride and ether. These 


drugs are used alone or in combination 
by many surgeons with comparatively good 





Figure 2. Modified Rose technic for 


unilateral cleft lip. 
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eration, as sobs or irregular, 
deep, quick inhalation, no 
matter how deep the anes- 
thetic may be. Such occur- 
rences increase the difficulty 
of doing very fine surgery « 

a cleft lip or palate. The sob- 
bing can all be avoided by 
employing a little gentle 
motherly love at the proper 
moment before the anesthetic 
is started and a much better 
result has been obtained be- 
cause of it. 


When the anesthetic is be- 
gun, the eyes should be cov- 
ered with a small piece of 
thin rubber tissue and the 
mask placed over the nose; 


Fig . 3. Modified Rose technic for ethyl chloride should be 


unilateral cleft lip. 


results. 
complete relaxation and absolute quiet, 
and such cases can be well handled under 
the influence of some of these drugs. 


All operations do not require 


INCE the amount of anesthetic varies 

in every case and in the same case at 
different times, the author prefers to give 
an anesthetic he can control. He does 
not administer a drug by mouth, per rec- 
tum or intravenously in a child under 
six months of age. The reaction will not 
be uniform in all cases even though age 
and weight are taken into consideration; 
one cannot evaluate the personal equation. 
Once the drug is injected the operator is 
well nigh helpless if the dosage has been 
excessive. There is no way to reduce the 
effect of these anesthetics so that a 
smooth, uninterrupted, prolonged anes- 
thesia may result when too large a dose 
has been given. The margin of safety 
is widest in the use of one of the gaseous 
compounds, or better, the good old time- 
tried ether vapor. 

The ability to give a good general anes- 
thetic is acquired only by years of ex- 
perience. Violent crying and sobbing 
before the anesthetic is administered will 
often persist throughout the entire op- 
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applied to the mask drop 

by drop until the child 

ceases to cry. There the usu- 
ally eight to ten outcries before the baby 
is asleep. At this moment the ethyl 
chloride should be stopped and the drop 
ether method begun and continued until 
the child is in the third stage of anes- 
thesia. Now the child’s head may be 
wrapped, its face prepared by washing 
briskly with alcohol sponges, and a second 
towel placed over the first. The child 
passes through the first and second stage 
of the anesthesia very quickly and con- 
tinues in the third stage nicely until the 
work is finished. 


B gu four methods of giving ether 
for head surgery, drop ether, vapor 
spray, nasopharyngeal catheter and intu- 
bation, are all very good and can be given 
under sterile conditions. The last two 
methods mentioned are the most dangerous 
and, therefore, are not resorted to for 
infants today as much as the first two. 

Many years ago Dr. Joseph Brenne- 
man said the prevalent idea as to an en- 
larged thymus and the x-raying of all in- 
fants for this condition previous to giving 
an anesthetic is erroneoys. 

The first anesthetic given to a child is 
the one that is probably the most danger- 
ous; if complications do arise they must 
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be met. The preoperative administration 
of seconal, paregoric, nembutal, etc., nar- 
rows the margin of safety and should 
not be practiced. 

A person giving an anesthetic should 
not have to be reminded that alertness 
throughout the anesthesia is imperative, 
for these babies’ reactions are very quick 
whether the anesthetic is deep or light. 

The mask should not be in too firm 
contact with the infant’s face because of 
the small respiratory exchange and the 
danger of building up too great a car- 
bon dioxide content in the blood by re- 
breathing. 


LARYNGEAL spasm is sometimes very 

annoying. It is due to the increased 
sensitiveness of the tissues caused by the 
anesthetic, the mucus, or manipulations 
with an aspirator or a sponge. This can 
be partially overcome by placing the pa- 
tient in the Trendelenburg position and 
aspirating only when necessary. 

In the administration of an anesthetic 
one should be able to differentiate quick- 
ly between respiratory arrest and respira- 
tory obstruction. These two conditions 
are very embarrassing and cause some ex- 
citement. The former is the cessation of 
respiration with no effort to breathe. It 
is differentiated from respiratory obstruc- 
tion in which the patient makes violent 
though usually unsuccessful efforts to 
breathe. The most common causes of 
respiratory obstruction are: position, mus- 
cular relaxation permitting aspiration of 
tongue, foreign bodies, mucus, blood, 
sponges, vomitus, laryngeal spasm, tumors, 
edema of respiratory passage and external 
pressures on neck or chest. The embar- 
rassment due to position as a rule can be 
corrected by throwing the head back and 
straightening the air passage by elevating 
the angle of the lower jaw. Aspiration 
of the tongue may be prevented by pass- 
ing a suture through the tip before the 
operation and making traction. The mu- 
cus in the nasopharynx and larynx may 
be troublesome at times but an aspirator 
clears it away. As in faulty position, 
laryngeal spasm usually will respond to 
extension of the head and elevation of the 
chin, thus straightening the air passage as 
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much as possible. Aspiration of a foreign 
body calls for immediate removal either 
by the operator attempting to or by call- 
ing in someone qualified to do so. 


‘THE easiest way to tell what stage of 
anesthesia the patient is in is by the 
respiratory exchange. If the respiratory 
exchange is normal, the anesthesia is not 
too deep. In babies this exchange is in- 
pats: quite easily and therefore should 
be watched constantly. Cessation of 
respiration in infants seldom becomes fa- 
tal if recognized early and properly treated. 
The problem is to get enough oxygen into 
the patient’s lungs. These cases may be 
divided into three groups: first, those hav- 
ing a cessation of respiration without ob- 
struction—here artificial respiration will 
inflate the lungs; second, obstruction with- 
out cessation of respiratory effort—here re- 
moving the obstruction permits spontaneous 
respiration; third, cessation of we per ged 
effort with obstruction—here relief of ob- 
struction must be followed by artificial 
respiration. Quick thinking and acting 
in these cases is far more important than 
the administration of drugs or waiting for 
relief to come. 

The most common and somewhat dis- 
turbing complication of ether anesthesia is 
the cessation of respiration. How long 
should one wait before breaking operative 
technique and starting artificial respira- 
tion? What methods should one use to 
resuscitate the infant? Surely one thinks 
of. coramine, adrenalin, metrazol, spank- 
ing, dilation of the rectal sphincter, cardiac 


Figure 4. 
Arm cuffs for fixation of elbow. 
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Figure 5. 
Postoperative massage technic for cleft 
lip. 

massage and Schaefer's prone pressure 
method of resuscitation. The seconds, not 
minutes, in such a case are very precious 
and should be utilized to the utmost. Com- 
press the chest once or twice and wait for 
about 4 or 5 seconds; if there is no re- 
sponse, immediately inflate the child’s 
lungs by placing sterile gauze over its face; 
its mouth shut, gently inflate the lungs by 
blowing with one’s mouth over the baby’s 
nose and then make pressure on the chest 
wall, expressing the air and repeating this 
process a few times. Almost without ex- 
ception the child will breathe again after 
3 to 5 insufflations. Some people think the 
danger of this method is great, involving 
contamination of the patient, risking a 
pneumonia, empyema, rupture of the lungs, 
etc. Granted these complications may oc- 
cur, but they have not in the author’s prac- 
tice during the past 25 years. The chance 
of saving just one life by this method is 
ample reward. 

The first few seconds are the most 
precious and must be used to the best 
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advantage. Going to the next room to 
get the pulmotor or even to start it func- 
tioning in the same room, adjusting oxy- 
gen, carbon dioxide, and the rhythm— 
all take valuable time. The oxygen and 
carbon dioxide in one’s breath are a per- 
fect combination for the patient and should 
be made use of while the heart is still 
beating, thus circulating these gases in the 
blood. 


Time for Operation 


ibe earliest time for operation is when 
the baby is three or more weeks old 
and in good physical condition. At this 
time the diet agrees with it; kidneys, liver, 
spleen, gastro-intestinal tract and the cir- 
culatory system are functioning properly 
and one can operate with comparative safe- 
ty. To operate on these babies when they 
are but a few hours old is poor judgment, 
hence the imperative necessity that opera- 
tors doing this type of surgery be especi- 
ally trained. To wait until the child is 
two to eight or ten years old before clos- 
ing the palate likewise is wrong because 
all the inherent qualities that the child was 
born with are lost. The child has also 
developed bad habits in coordination of 
fine lip, tongue and throat movements 
because of the uncorrected anatomical de- 
fect. 

The surgeon doing construction of lips 
and palates is charged with either making 
or breaking the entire life of the child. The 
charge or challenge to the surgeon is too 
frequently discounted by the average oper- 
ator thinking it is just another lip or palate. 
He does not think that a slight mishap in 
results or time of operation may pro- 
nounce: Ist, a speech defect; 2nd, an in- 
feriority complex; 3rd, a chronic otitis 
media; 4th, a chronic progressive deaf- 
ness; Sth, an atrophic pharyngitis; 6th, a 
loss of all of the fine coordinated move- 
ments of the lip, tongue, cheeks, floor of 
the mouth, palate and throat; 7th, bad 
habits formed because the patient tries 
and tries and cannot produce perfect phon- 
ation because of imperfect anatomical 
restoration. 

The type of operation and extent of 
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plastic construction necessary depends on 
the case in hand. Naturally, all cleft lips 
and palates are not the same. Two clefts, 
appearing identical on the surface, may 
need different treatment because of the 
personal equation about which one knows 
nothing until engaged in the actual process 
of construction. There are many methods 
of correcting these defects and all have 
a modicum of good. The operator should 
select that technique which will produce 
the best results in his hands. 

The most common cleft lip is the left- 
sided one. The reason for this is not 
known. The unilateral right-sided cleft 
lip is the next in frequency and the bi- 
lateral cleft lip the least frequent. These 
clefts may range from a slight notch or 
congenital scar in the vermilion tissue, to 
a very wide complete cleft, either uni- 
lateral or bilateral. Other facial clefts are 
not considered in this paper because they 
are very rare and would tend to cause 
confusion. 


ere closure of a typical cleft lip, in 
which the bony alveolar ridge is also 
involved, should be made when the baby 
is about three weeks old. At this age 
the bones may be reduced with ease by 
digital pressure and the margins fresh- 
ened so that bony union may be ob- 
tained. The two bony segments are trans- 
fixed by a needle carrying a chromic 
0 or No. 1 gut suture and held in ap- 
position by tying the suture. The mucous 
membrane is approximated with two or 
three nylon mattress sutures using a No. 
6-0. The soft tissues may be draped 
over the bone and the lip formed to 
approximate normal configuration. Use 
a modified Rose technique, elevating the 
low-attached superior labial frenum to get 
a deeper vestibule and a more normally 
contoured lip. The tissues are approxi- 
mated in their respective layers, viz.: mus- 
cle to muscle, mucous membrane to mu- 
cous membrane and skin to skin. Special 
care should be given to the approximation 
of the vermilion border because a slight 
maladjustment at this point will be greatly 
magnified in the adult lip. 

The postoperative treatment for cleft 
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lip is relatively simple. The tension on 
the suture line is overcome by the appli- 
cation of the Logan lip bow.* This con- 
trivance can be applied whenever neces- 
sary to relieve all tension on the suture 
line. To prevent the habit of children of 
putting their hands in their mouth, arm 
cuffs are used. The cuff is made of can- 
vas with wooden tongue blades sewed 
into it. It is placed over the elbow, tied 
and pinned to the gown. This prevents the 
baby from disturbing the lip bow or in- 
juring the lip during the time of heal- 
ing. (Figure 4, arm cuffs.) 


HE absence of inflammation, blood 

clots and crusts on the suture line in- 
dicates satisfactory healing of the lip. 
Serum oozing out and hardening and more 
serum trying to ooze out tends to spread 
the suture line and to produce a wide 
scar. This is avoided by oe this line 
clean and dry. Cleansing is done with 
sterile, short cotton applicators dipped 
into saturated boric acid solution with 
which both serum and blood, if present, 
are removed. A thorough cleansing re- 
peated as often as necessary for the first 
24 to 48 hours is usually sufficient, for, 
as a rule, no serum accumulates later. The 
result is good, no suture lines, no shifting 
of tissue, but rather a normally contoured 
lip. In some children these wounds will 
heal like magic, while others may have 
some induration and thickening of the 
lip tissues. To prevent an undue amount 
of contraction from taking place, mas- 
sage the lip, starting four or five weeks 
after the operation. (Fig. 5.) 

To massage, the baby should lie on a 
bed, the nurse holding the head with the 
left hand. Place the ball of the index 
finger of the right hand under the lip 
and the thumb on the lip. Then roll 
the lip between the two fingers to get 
rid of general thickness. This may spread 
the scar; if it does, discontinue the roll- 
ing and stretch the lip straight down 
along the axis of the scar to prevent linear 
contraction. This massage, practiced for 
five minutes each time, two or three times 
daily, will result in a well-rounded nor- 
mal lip in a period varying from two to 
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six‘ months. As experience accumulates 
and results obtained are studied, modifica- 
tions in treatment are adopted. 


EARS ago Brophy, one of the 

pioneers in this type of surgery, ad- 
vocated the moulding of jaws to narrow 
the clefts of cleft palates. Many men 
followed this technique, which the author 
believes wrong. Now, some plastic sur- 
geons doing cleft palates are willing to 
let these cases grow up with the de- 
formity. There is good reason, though, 
for early and complete anatomical union. 
The lack of muscle balance, due to non- 
union of the segments involved, which 
should unite at from five to six weeks of 
embryonal life, persisting to a period after 
birth, makes itself very manifest by the 
spreading of these parts. Some of these 
can and should be restored to normal as 
early as possible, for, the lip attachments 
are changed. The long fragment carry- 
ing the intermaxillary bone is protruding 
from lack of lip pressure. The nose is 
deflected to the opposite side of the cleft. 
The tissues of lip and cheek on the side 
of a unilateral cleft are retruded. In bi- 
lateral clefts the bulbar tip of the nose 
often is depressed between widely spread 
alar cartilages. The columella may be want- 
ing. The prolabium is small. The inter- 
maxillary segment of bone is well ad, 
vanced on the end of the vomer in front 
of the maxillary segments. 

All of these deformities are present 
and are due to lack of muscle balance 
and restraint. 
should be r&tored to normal as soon as 
possible. The maxillary segments should 
not be moulded, as the clefts can be closed 
without this disturbance, which is detri4 
mental to future development of the entire. 
upper jaw. The intermaxillary segment 
should be reduced to its normal position 
when the baby is one month old. This, 
done carefully, will not interfere with blood 
supply or growth, and is the key to fu- 
ture development. 


ILATERAL clefts are the most dif- 
ficult to correct if a good result is 
the aim. As a rule, the intermaxillary 
bone is detached from the maxillary bones 
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The soft tissues can and: 


on one or both sides; this deformity 
should be corrected before the soft tis- 
sues are adjusted. The soft tissues in- 
cluding the muscles cannot force the inter- 
maxillary bone into position between the 
maxillary segments and produce bony 
union of these parts. The difficulties 
encountered in trying to move the inter- 
maxillary bone by draping the soft tissues 
over it are: First, the length of time in- 
volved, for it takes months to get the bone 
even partially in place; second, the lip 
always has suture lines and excessive scar 
tissue in it because of the stretching; third, 
more operations are necessary to get rid of 
scar tissue; fourth, this means sacrificing 
tissue that should not be lost if a perfect 
lip is desired; fifth, there never is bony 
union of the maxillary and intermaxil- 
lary segments when this technique is 
used; sixth, this correction takes so long 
that a speech defect results from the late 
closure; seventh, there are fistulous tracts, 
often permanent, leading from the vesti- 
bule of the mouth to the floor of the nose; 
eighth, the four central incisors in the 
intermaxillary bud are attached to the end 
of the vomer, which is very uncomfort- 
able for the patient. The patient cannot 
bite with these teeth because of the lack 
of bony attachment to the maxillary seg- 
ments. 

All of these undesirable factors are 
avoided if the intermaxillary bone is 
brought to its normal position when the 
child is about one month old. 

THE author knows the challenge that 

the growth of the maxillary bones is 
arrested. This is not true. After cor- 
recting many cases in this manner, I have 
found that the child develops perfectly 
including the intermaxillary segment. The 
technic for doing this work is very sim- 
ple but it has taken years to oom and 
one cannot be too meticulous in doing this 
type of surgery. The care necessary in 
handling these tissues can not be over- 
emphasized. 

The intermaxillary segment can be mo- 
bilized for reduction in two ways. One is 
effected by making a submucous diagonal 
incision through the cartilaginous septum 

—Concluded on page 43 
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A NEW METHOD FOR NASAL DECONGESTION AND SINUS 
DRAINAGE 


PRELIMINARY REPORT 


P. G. Skillern, M. D. 
South Bend, Indiana 


4 Begre is ample clinical evidence of 
an interplay of nerve impulses be- 
tween the front and the back of the head 
and vice versa, of which the simplest is 
sneezing when a current of cold air strikes 
the nape: Pain here often accompanies 
sinusitis and Cushing states that an over- 
flow of pain to the back of the neck is 
by no means uncommon in true tic 
douloureux cases. Many sinusitis sufferers 
point to the nape as a source of pain and 
some have stated that digital pressure on 
these tender spots reproduces their pain 
in the frontal areas. The author noted 
that these tender spots were usually in the 
area of distribution of Cranial 2 (here 
the great occipital nerve) to the nape and 
that deep injection of these spots of winc- 
ing tenderness with a 2 per cent solu- 
tion of procaine hydrochloride not only 
relieved divers headaches within a few 
minutes, but also brought about shrinkage 
of the erectile tissue within the same 
period of time, thereby relieving stuffy 
nose and giving vent to whatever mucopus 
these sinuses contained. When these re- 
sults are not obtained there may be a spur 
on the septum, a polyp, or antral or 
sphenoidal infection to interfere. 
TECHNIC.—A % inch 25 gauge hypo- 
dermic needle (preferably with a Huber 
point) is attached to a Luer lock barrel of 
2 cc. capacity which is filled with a 2 per 
cent. solution of procaine hydrochloride 
and each spot of wincing tenderness on 
the nape (usually one is found on each 
side of the midline over the trapezius about 
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4 fingerbreadths below the external oc- 
cipital protuberance close to a transverse 
crease, although an occasional accessory 
spot higher up to ward the superior nuchal 
crest must not be overlooked) is deeply 
injected with 1 cc. of the solution. Within 
a few minutes—usually four—the phenom- 
ena described above will take place. That 
the latter are due to return of function of 
the parasympathetic system, which was in- 
hibited by cold air sympathetic stimulation, 
is confirmed by other phenomena noted 
after these injections, namely, sharpening 
of accommodation from contraction of the 
ciliary muscle (Cranial III), increased flow 
of tears in “dry” eye (Cranial VII) and 
especially in the dry mouth of sinus infec- 
tion (Cranial VII and IX), in which 
serous saliva is freely secreted within one 
minute after injection. When the desired 
effect has been attained it may be height- 
ened and prolonged by a ‘“‘spirit seal” by 
leaving. the needle in place and injecting 
through it 0.5 cc. of 95 per cent. ethyl 
alcohol. A variable—though usually small 
—number of repeat injections may have 
to be made, although I have known sinus 
sufferers after a single injection in the Fall 
to go through the Winter without having 
a recurrence. 

In addition to obtaining the effects de- 
tailed above night mouth breathers are re- 
lieved by opening up of the stuffy nose; 
several types of headache usually vanish 
rapidly; nasal vertigo is controlled and 
stiff neck is usually greatly eased. 
1001-02 TOWER BUILDING 
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URGENT MAXILLOFACIAL 
SURGERY 


—Concluded from page 3 


and then sliding one segment of the vo- 
mer over the other. This technique should 
not always be used for it may produce 
a nasal obstruction later in life. The other 
technique is to do a submucous resec- 
tion of a small, V-shaped section of the 
septum. The contact points of the inter- 
maxillary segment with the maxillary seg- 
ment are freshened by removing enough 
mucous membrane and periosteum to ob- 
tain bone to bone contact. The parts are 
fixed by passing a piece of No. 0 or No. 1 
chromic gut around the intermaxillary seg- 
ment or by passing mattress sutures of 
nylon No. 6-0 between them. This tech- 
nique, carefully carried out, results in bony 
union which is easily demonstrated. The 
baby should rest for at least one month 
and then have the lip constructed. 


(To be continued) 


Mississippi Valley Medical Society 


T HE 11th Annual Meeting of the Mis- 
sissippi Valley Medical Society will be 
held Sept. 25, 26, 27, 1946 at the Hotel 
Jefferson in St. Louis. Due to the fact that 
no meeting was held in 1945 all the of- 
ficers of the Society have been retained 
for another year. These include the Presi- 
dent, Dr. Grayson L. Carroll of St. Louis; 
President-Elect, Dr. Walter A. Sternberg 
of Mt. Pleasant, Ia.; First Vice President, 
Dr. Louis H. Jorstad of St. Louis; Second 
Vice President, Dr. Elmer E. Nystrom, 
Peoria, Ill.; Third Vice-President, Dr. E. 
J. Lessenger, New London, Ia.; Secretary- 
Treasurer, Dr. Harold Swanberg, Quincy, 
Ill. 

The Society is continuing its campaign 
for Life Memberships. All life member- 
ship fees are held intact and placed in the 
Society’s Endowment Fund. Well over 100 
members have become Life Members and 
over $3,000 has been placed in the Endow- 
ment Fund, all invested in U. S. War 
Bonds. 


LE] 


EDITORIALS 
—Concluded from page 32 





History of Medicine and Allied Sciences. 
It is a quarterly and is published by Henry 
Schuman, of New York. January, 1946, 
marks the issue of the first number. 

It is an ambitious and attractive venture 
and the January program is an impressive 
one. The editorial board is a veritable 
Who’s Who of the world’s medical his- 
torians. Besides representatives of the 
United States, Canada, England, South 
and Central America and Mexico, one 
notes names denoting France, Spain, 
Denmark, Norway, Portugal, Russia, 
Sweden, and Turkey. “Ours is an age of 
social upheaval,” says the editor. “In pe- 
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riods of crisis, the preservation of culture is 
imperative.” This journal is a very signif- 
icant phenomenon. Is medical history to 
become, at last, a “‘living, dynamic thing” ? 
Certain humanistic writings have made us 
wish for a better organization of the 
world’s forceful talent in this field. Well, 
is this the group we have been waiting 
for? 

The History Clinic is open. Let’s go! 

“To understand our own society, to 
be capable of playing an intelligent role 
in shaping our own civilization, we must 
have a knowledge not only of the actions 
of the past, but of the mental struggles, 
the ideological and philosophical conflicts 
that preceded action” (George Rosen). 
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ORIGIN OF THE NAME “CESAREAN” 


| rena Findley, in his Priests of Lu- 
cina, says that “so far as the records 
show the cesarean operation was not per- 
formed on the living woman in the time of 
Julius Caesar. This fact should effectually 
dispose of the popular belief that the name 
of the operation was derived from the al- 
leged manner of birth of Julius Caesar. 
It is the consensus that the name was de- 
rived from the /ex regia in which it was 
ordered that an abdominal section must be 
performed on all dead and dying women 
when in the advanced stage of pregnancy. 
Later, the /ex regia became known as the 
lex cesaria and from this law the name 
cesarean was derived.” 

The earliest authenticated cesarean on a 
living woman was performed in 1500 by 
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Distinguished Service 


M‘*0 GENERAL NORMAN T. 
KIRK, The Surgeon General of the 
Army, has been awarded the Distinguished 
Service Medal by General Brehon Somer- 
vell, Commanding General of the Army 
Service Forces, in recognition of his ‘‘out- 
standing leadership . . . in directing the 
largest Medical Department in the history 
of the United States Army.’’ In part, the 
accompanying citation stated ‘By careful 
planning, efficient administration, and 
dynamic example he (General Kirk) made 
possible extraordinary care for sick and 
wounded American soldiers . . . care which 
has never been equalled in any war.” 
Major General George F. Lull, an 
Honorary Consultant to the Army Medical 
Library and a member of the Executive 
Committee of the Association, for excep- 
tionally meritorious service in the Office of 
The Surgeon General from June 1940 to 
August 1945, has also been awarded the 
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Jacob Nufer, a butcher who specialized in 
the gelding of sows. In Bauhin’s account 
of the event (Fr. Rousset, Basle, 1588} at 
Sigerhausen, it is recorded that he “locked 
the door, offered prayer, placed his wife 
on the table, and cut her abdomen open. 
The cut was so skillfully done that the 
child was removed at once without injury. 
... Later his wife gave birth to twins, and 
gave birth four times more. The child 
which was cut from her body lived 77 
years.” Following this start in operative 
gynecology came Bain (1540), Direlwang 
(1549) and Rousset who reported fifteen 
successful cases in 1580. 

The Julius Caesar legend does not hold 
up in the light of the historic facts. 


Distinguished Service Medal. General 
Lull’s citation reads in part, ‘In the aye 
ity of Chief of Personnel Service, and as 
Deputy Surgeon General, he was largely 
responsible for the development of policies 
and studies which resulted in outstanding 
achievement in the Army’s Medical Pro- 
gtam.” 


The National Foundation for Infantile 
Paralysis, Inc. Appoints Assistant 


‘ Medical Director 


T HE appointment of Dr. Hart E. Van 
Riper, Madison, Wis., pediatrician, as 
assistant medical director of the National 
Foundation for Infantile Paralysis, was an- 
nounced December 6. 

Dr. Van Riper, as assistant to Dr. Don 
W. Gudakunst, medical director, will 
supervise the National Foundation’s ex- 
tensive program of medical care and treat- 
ment for infantile paralysis patients 
throughout the United States. 
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by Charles 
(Hopkins), F.A.C.S. 


American Society for the Control of Cancer, Inc., assisted 
William Hennington, 


B.S. (Rochester), M.D. 


CANCER OF THE SMALL INTESTINE I 


ne: Cancer of the small in- 
testine is usually looked upon as a very 
rare form of malignancy. In a paper pub- 
lished in 1930 Rankin and Mayo (78) say 
that carcinoma of the small bowel forms 
0.062 per cent of cases of cancer of the in- 
testinal tract seen at the Mayo Clinic 
(Rochester, Minnesota). In a series of 3,- 
535 cases of cancer of the stomach, small 
intestine, colon and rectum, Lynch (64) 
found twenty-four in the small intestine, 
(0.68 per cent). 

Between 1905-1930 Ackman (1) tre- 
ports that 157,488 patients were admitted 
to the Montreal General Hospital. A 
diagnosis of intestinal cancer was made in 
579 of these patients (0.37 per cent). 
However, these 579 cases included cases 
involving the large intestine as well as 
cases of the small intestine. 

In a search of the literature between 
1929 and 1945 we have found a total of 
258 case reports of cancer of the small in- 
'testine. Of these cases 101 were cancers 
of the duodenum, sixty-six of the jejunum, 
and eighty-seven cancers of the ileum. The 
search of the literature has not been ex- 
haustive; but these figures show that can- 
cer of the duodenum and cancer of the 
ileum are about equally frequent, while 
cancer of the jejunum is less frequent than 
either of the other two. Of the number 
of cases found in recent literature duode- 
num cancer formed 39.0 per cent of small 
intestine cancers; cancer of the ileum, 33.7 
per cent; and cancer of the jejunum, 25.6 
per cent. (See Table I). 

In the duodenum the cancer may be 
situated at the opening of the ampulla of 
Vater (peri-ampullary or penpeny) 
above the ampulla (supra-ampullary or 
suprapapillary), or below the ampulla (in- 
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fra-ampullary or infrapapillary). In the 
101 cases found in recent literature, twelve 
did not locate the area in which the cancer 
developed. Of the remaining eighty-nine, 
nineteen were suprapapillary growths (21.6 
per cent), forty-eight peripapillary (54.5 
per cent), twenty-two infrapapillary (24.7 
per cent). (See Table II). 

Lauwers (60) says that cancer of the 
duodenum is the most frequent form of 
cancer of the small intestine. As a general 
tule, it is primary in the ampulla of Vater 
and has its origin in the mucosa of the 
ampulla or of the duodenum. Sometimes 
its origin is from the cells lining the com- 
mon bile duct or the canal of Wirsung. 

Mateer and Hartman (65) say that can- 
cer of the duodenum forms about 0.25 per 
cent of all carcinomata and about 3.0 per 
cent of intestinal carcinomata. 

Eger (29) says that primary carcinoma 
of the duodenum is almost as frequent as 
carcinoma of the jejunum and the ileum 
combined. From the literature he has found 
305 cases in 350,286 autopsies or 0.09 per 
cent. 

Lieber, Stewart and Lund (62b) report 
seventeen cases of cancer of the ges 
lary area of the duodenum and analyze 
205 other cases from the literature. 
Thirteen of the seventeen cases of the 
author’s and one case from the literature 
were found in 22,152 autopsies (0.063 
per cent). Three other cases were found 
in another series of 4,154 autopsies (0.07 
per cent). 

Berger and Koppelman (5) in a review 
of the literature discovered 368 proved 
cases of carcinoma of the duodenum of 
which 19.9 per cent were suprapapillary, 
65.0 per cent peripapillary and 15.0 per 
cent infrapapillary. They are of the opin- 
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TABLE 1. LOCATION OF CASES OF CANCER OF THE SMALL INTESTINE 
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g § 
a 2 g 3 
& §€ 3 3 £ s 
Author & 3 3 Author 5 3 E 8 
3 3 3 5 ° z 38% 
EAS & Z FAN BZ 
Soper (86) 2 2 Seymour and 
Gould (81) 1 #1 
D’Allaines (25) 1 1 
Gray and 
Soli (85) 1 1 Kernohan (43) #1 1 
Gaspar gz) 1 1 Fiske (32) 3 ie 
Ritchie (79) 4 2 32 Brunschwig (10) «1 1 
Cooke (22) 11 2 9 Lieber, Stewart 
and Lund (62a) 2 2 
Harris and 
Resenblum (48) 1 1 Hoffman and Pack (49) 18 18 
Nunn (68) 21 9 3 9 Stewart and 
Lieber (87) 6 6 
Kellogg and 
Kellogg (57) a Hundley and 
Bates (53) 1 1 
Finsterer (31) 7 7 
Wartman (88) 1 1 
Barnhart (4) #1 1 
Handfield-Jones (464) 1 «1 
Lynch (64) 1 1 
Allen @ Hh 
Porzelt (73) 1 1 
Cameron (1g) «4 4 
Franke (34) «#1 1 
Lieber, Stewart 
Ackman Ga) - 7 1 6 and Lund (62b) 17 17 
Raiford (77) e &@2 & ¥ Jones and Harris (54) 1 1 
Lauwers (60) 2 2 Cohn, Landy 
and Richter (20) 7 : oe 
Dardinski (26) 2 
Kline and 
LaRoque and Schaefer (58) 1 1 
Shiflett (59) 1 1 
Griffith (44) #1 1 
Mateer and 
Hartman (65) 6 6 Brunschwig 
and Childs (iy. 3 CO 
Eger (29) 2 2 
Lieber, Stewart 
Silverstone (83) 1 #1 and Morgan (63) #1 1 
Gabor and Gainey and 
Hiller (35) #1 1 Friedland (36) 1 1 
Humphreys (52) 7 1 6 Horsley (50a) 1 #1 
Joyce gs) ¢ 2 @€ 3 8 River, McNealy 
and Ragins (80) 3 3 
Finkelstein and 
Jacobi (91) #1 1 Cornell and 
Hauser (23) 1 1 
Davis (27) 1 1 
Horsley (50b) 2 = 3 
Harries and 
Harrison (47) «1 1 Glasser and 
Mersheimer (38) ~#1 1 
Proescher and 
Muir (75) 1 1 Cox and Parker (24) 1 1 t 
Slot and Berger and 
Fridjohn (84) #1 #1 Koppelman (5) 1 ' 
Goldsmith (41) #1 1 Kahn and Bay (56) 2 2 
Cave (15) 3 3 Flynn (33) 1 1 
In discussion of Shackelford, Fisher 
Cave’s paper 8 5 3 and Firor (82) 1 1 


(Continued on following page) 
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TABLE 1. LOCATION OF CASES OF CANCER OF THE SMALL INTESTINE 
7 4 
1, | I, i 
Author € i 3 Author § 3 8 
EE Se Ee 22Gi: 
BASE Z BARE & 
Borden and Howard Gi «€ © & @ 
Taylor (9) 1 1 
O’Donoghue, Leich- 
Christopher (18) 1 tenstein and 
Jacobs (69) 1 1 
Radia (3) 1 1 
Cohn (19) 2 2 
Charache (léa) 1 1 
Boman (8) 7 3.44 
Gold and Grayzel (39) = 1 1 
; Hamilton, Kennedy 
Phillips (72) 1 1 and Herault (45) 1 1 
Lichtenstein Puppel and 
and Dutra (61) 1 1 Morris, Jr. (76) 1 1 
Bisgard and McDougal (66) 1 1 
Cochran (6) t 48 
Bodenheimer (7) 1 1 
Dockerty and 
Ashburn (28) 13 13 Esposito and 
Stout (30) 1 1 
Menne, Mason 
and Johnston (67) 2 2 Child III (17) : 
Burke, Perkel Orr and Walker (70) 1 p 
and Gnassi (12) : 4 Total 258 101 66 87 4 











1on that primary cancer of the duodenum 
will be found in from 0.003 to 0.03 per 
cent of all autopsies. 

Howard (51) points out the difficulty in 
a statistical estimate of the frequence of 
primary duodenal carcinoma on account of 
the likelihood that such a lesion may be 
confused with primary carcinoma of the 
head of the pancreas, the ew of Vater, 
the bile ducts and the gallbladder. 


a: The symptoms of cancer 
of the small intestine are similar to 
those of obstruction of the pyloric portion 
of the stomach (D’Allaines 25). And 
Rankin and Mayo (78) say that the pri- 
mary signs of cancer of the small intestine 
are those of intermittent obstruction and 
secondary anemia. They think a movable 
mass that “slips away from the fingers” 
should arouse suspicion. 

CONSTIPATION is a constant symptom 
becoming increasingly obstinate and oc- 
casionally alternating with diarrhea (Ran- 
kin and Mayo 78). Soli (85) lays stress 
upon fitful dyspepsia, slight loss of weight 
and general weakness. 


PAIN at the site of the growth accom- 
panied by intermittent attacks of partial 
obstruction (Nunn 68). 

Pain in the lower portion of the back, 
particularly when associated with severe 
anemia (Harris and Rosenblum 48). 

Indefinite abdominal pain, alternating 
with constipation and diarrhea, loss of 
weight, anemia and cachexia, palpable ab- 
dominal tumor (Ackman 1). 

According to Lynch (64) the symptom- 
atology of cases of cancer of the small 
intestine falls into two groups: 1.—Those 
with mild indefinite disturbance for a brief 
period, followed by the abrupt onset of 
symptoms and signs of an acute abdominal 
catastrophe, due either to obstruction or to 
perforation. 2.—Those with a chronic 
progressive intestinal obstruction with al- 
ternating periods of exacerbation and re- 
mission. 


UODENAL CANCER: Mateer and 
Hartman (65) say: “The following 
symptoms should lead one to suspect 
duodenal carcinoma: Pain in the upper 
right quadrant, often aggravated by food 
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and relieved by vomiting, intermittent 
jaundice, loss of weight and strength. 

Eger (29) is of the opinion that there 
are no characteristic symptoms or signs of 
carcinoma of the duodenum. 

Lieber, Stewart and Lund (62a) all 
pain, vomiting and cachexia the principal 
symptoms of duodenal carcinoma. 

Hoffman and Pack (49) say that the 
outstanding feature of cancer of the duode- 
num is its tendency to cause obstruction of 
the duodenum and the neighboring organs, 
so that the symptoms are those of obstruc- 
tion (a) of the stomach; anorexia, eructa- 
tions, distention, nausea and vomiting, 
pain, dehydration, loss of weight and 
strength and constipation; (b) of the bile 
passages; jaundice and fever. 

Stewart and Lieber (87) suggest that 
there are two forms under which carcinoma 
of the duodenum may develop. 1.—An 
acute onset with vomiting, epigastric pain, 
weakness, loss of weight and jaundice. 2.— 
Cases with gradual onset, abdominal pain, 
dyspepsia, loss of weight, vomiting and 
jaundice. A palpable mass was found in 
24.0 per cent of forty-one cases (six of 
his own and thirty-five from the litera- 
ture). 

Allen (2) reports eleven cases of pri- 
mary carcinoma of the duodenum seen at 
the Henry Ford Hospital (Detroit) in the 
ten years preceding 1938. All the patients 
complained of abdominal pain. Anorexia, 
loss of weight, nausea and vomiting and 
jaundice were other symptoms. 

According to Cameron (13) intestinal 
obstruction is the most frequent symptom- 
complex. 

According to Lieber, Stewart and Lund 
(62b) the principal symptoms of cancer 
of the peripapillary region of the duode- 
num are jaundice, pain, loss of weight and 
strength, anorexia, fever, vomiting, consti- 
pation, diarrhea and a sensation of weight 
and pressure in the abdomen. There was a 
clinically demonstrable mass in only four 
of their seventeen cases. The liver was 
palpably enlarged in 77.9 per cent and the 
gallbladder in 49.9 per cent of the cases. 

Kline and Schaefer (58) report a case 
in which a burning sensation in the epigas- 
trium was an important complaint of the 


MEDICAL TIMES, FEBRUARY, 1946 








patient. In three cases reported by River, 
McNealy and Ragins (80) progressive 
jaundice, dull boring epigastric pain and 
loss of weight were present. 

Berger and Koppelman (5) find that 
duodenal obstruction is the chief symptom- 
complex of primary duodenal carcinoma. 

Boman (8) says that in the early stage 
of the development of cancer of the 
duodenum the symptoms are insidious and 
rather vague; but that when obstruction de- 
velops the symptoms are the same as those 
dependent on inflammatory or mechanical 
\bnormalities: weakness, early fatigability, 
weight loss, anemia and occult blood in the 
stools. Pain, abdominal distention, nausea 
and vomiting appear with the beginning of 
obstruction and increase as the degree of 
obstruction increases. 


| pape vargas Having obtained from 
a patient a symptomatology similar to 
the above and having had the suspicion 
aroused that cancer of the intestinal tract 
is to blame for the disability, there are 
two or three investigations that should be 
started immediately: 1—A complete blood 
study. 2.—A search for occult blood in the 
stools. 3.—A gastro-intestinal x-ray study. 
1.—The anemia mentioned by Rankin 
and Mayo (78), Harris and Rosenblum 
(48), Ackman (1) and Boman (8) is 
usually a chloro-anemia and in a case re- 
ported by Hundley and Bates (53), it was 
“marked”. The anemia in the case re- 
ported by Hamilton, Kennedy and Herault 
(45) was of the posthemorrhagic type fol- 
lowing a massive hemorrhage. In this 
series of cases one was found in which a 
pernicious type of anemia was reported 
(Harris and Rosenblum 48). 
2.—Repeated examinations of stools for 
the presence of occult blood are necessary 
(Rankin and Mayo 78) (Jones and Har- 
ris 54). Allen (2) found occult blood 
present in ten of eleven cases; Mateer and 
Hartman (65) in every one of six cases. 
Jones and Harris (54) recommend the 
procedure as do Kahn and Bay (56). 

On the other hand, Lynch (64) says that 
stool tests for occult blood are of doubtful 
diagnostic value. Cameron (13) says that 
occult blood in the feces is frequently ab- 
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sent and, consequently, of no diagnostic 
value. In the case reported by Brunschwig 
(10) there were no gastro-intestinal symp- 
toms present except melena. And in 
another reported by Brunschwig and Childs 
(11) neither gross nor occult blood was 
found. 

River, McNealy and Ragins (80) are of 
the opinion that a “complete work up” 
should be started on the jaundiced patient 
“as soon as the history is written. And ad- 
ministration of vitamin K, bile salts and 
increased glucose and blood (as available) 
should begin at the same time.” 

Hoffman and Pack (49) believe that 
analysis of the gastric contents, tests for 
gross or occult blood in the feces, the Van 
den Bergh test and icteric index determina- 
tions may give important diagnostic infor- 
mation. Boman (8) says that most of the 
reports of primary carcinoma of the small 
intestine indicate that the diagnosis had 
not been made until metastasis or obstruc- 
tive symptoms, or both, have appeared. In 
the early stage of development the symp- 
toms are insidious and rather vague. After 
obstruction appears they are like the ob- 
structive symptoms dependent upon in- 
flammatory disease or mechanical abnor- 
malities. 

Viacara and Pack (92) call attention to 
the value of the signal node in the diag- 
nosis of cancer of the abdominal organs. 
And they say that “in some remarkable 
instances the enlarged supraclavicular nodes 
(signal node) may constitute the only 
clinical evidence of cancer, the primary 
site of which remains to be found.” Ac- 
cording to the studies of these authors the 
signal node was not found in cancer of the 
small intestine. However, it appears that 
this lesion should be looked for in the ex- 
amination of a patient in whom small 
intestine cancer is suspected. 

3.—Early in the year 1945 Golden 
(40a) published a monograph entitled, 
“Radiologic Examination of the Small In- 
testine.” An editorial in the American 
Journal of Roentgenology (40b) com- 
mends the book. The author says that 
tumors of the small intestine from the 
radiologic point of view may be: 1.—Of 
infiltrating type, involving all layers of the 
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wall and destroying the mucous membrane, 
producing a scirrhous constriction and nar- 
rowing the lumen with relatively early ob- 
struction. 2.—Of the fungating or poly- 
poid type, usually with, but occasionally 
without destruction of the mucous mem- 
brane. These tumors increase in size nar- 
rowing the lumen and producing spasm in 
the circular muscle resulting in late ob- 
struction, usually with intussusception. 
There is a description of the Miller-Abbott 
tube for deflating the intestine and for in- 
jecting barium into the intestine at a 
given level. 

Lynch (64) recommends x-ray study in 
patients presenting symptom complexes 
enumerated in the section on sympto- 
matology. Mateer and Hartman (65) 
found a filling defect in x-ray study in 
three out of six cases. Gabor and Hiller 
(35) consider x-ray study of “paramount 
importance” in diagnosis. In the case re- 
ported by Brunschwig (10) x-ray study 
was negative. 

In the case reported by Hundley and 
Bates (53) the x-ray showed a deformity 
of the duodenal cap; but the tumor was 
situated in the jejunum. In the case re- 
ported by Jones and Harris (54) x-ray 
study showed nearly complete obstruction 
of the duodenum by a tumor mass originat- 
ing in the jejunum. In the case reported 
by Handfield-Jones (46) x-ray study con- 
firmed the diagnosis of infrapapillary car- 
cinoma of the duodenum. 

Cameron (13) says that roentgenologic 
findings are sometimes “not helpful in the 
estimation of the location of a growth.” 

Lieber, Stewart and Lund (62a) say that 
x-ray study is not always satisfactory. On 
the other hand, in a paper by Stewart and 
Lieber, they say x-ray studies are of great- 
est value in ruling out lesions in the stom- 
ach, colon or gallbladder. In the seventeen 
cases reported by Lieber, Stewart and 
Lund (62b) the roentgenologist recog- 
nized a lesion in the region of the papilla 
of Vater in three cases. 

In the case reported by Griffith (44) 
gastro-intestinal x-ray study and barium 
enema failed to give positive evidence of 
the presence of pathological change. River, 
McNealy and Ragins (80) say that the 
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TABLE II. LOCATION OF CASES OF CANCER OF THE DUODENUM 











goR goR 
Author > #2 18 ag = #3 28 a4 
3 88 32 33 3 $2 33 33 
_ NR Pid ma Author = Ne ea me 
Nunn (68) 9 Location not Handfield-Jones (46) 1 1 
designated 
Soli (85) Location not Allen (2) ill 2 7 2 
designated 
Lieber, Stewart 
Raiford (77) 1 Location not and Lund (62b) 17 17 
designated 
Kellogg and Location not Brunschwig and 
Kellogg (57) designated Childs (11) 1 1 
Lauwers (60) 2 2 Lieber, Stewart, 
Morgan (63) 1 1 
Dardinski (26) 1 1 
Horsley (50a) 1 1 
LaRoque and 
Shiflett (59) 1 1 River, McNealey 
and Ragins (80) 3 3 
Mateer and 
Hartman (65) 6 1 4 1 Berger and 
Koppelman (5) 1 1 
Eger (29) 2 1 1 
Shackelford, Fisher 
Silverstone (83) 1 1 and Firor (82) 1 1 
Joyce (55) 1 1 Bisgard and 
Cochran (6) 1 1 
Davis (27) 1 1 
Burke, Perkel 
Slot and Fridjohn (84) 1 1 and Gnassi (12) 1 1 
Seymour and Gould (81) 1 1 Howard (51) 3 1 2 
Lieber, Stewart Cohn (19) 2 2 
and Lund (62a) 2 2 
Child III (17) 1 1 
Hoffman and Pack (49) 18 4 7 7 
Orr and Walker (70) 1 1 
Stewart and 
Lieber (87) 6 6 Totals 101 19 48 22 











x-ray offers little diagnostic help. Good 
(42) says that the frequence with which 
lesions of the small intestine are located 
and identified depends solely on the care 
taken by the examiner while manipulating 
and reviewing all segments of the bowel 
during roentgenoscopy. 

Hoffman and Pack (49) say that x-ray 
study is of importance in making a diag- 
nosis but that the interpretation of the find- 
ings is beset with difficulty so that a care- 
ful correlation and synthesis of the evidence 
and information derived from all possible 
methods of clinical investigation are neces- 
sary. 
Weber and Kirklin (89) in a paper 
based on 108 cases of cancer of the small 
intestine reported: by Mayo (West. Jour. 
Surg., 48:403 (1940) ) to which forty-one 
cases of benign tumors of the small in- 
testine were added have studied the roent- 
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genologic findings in the entire 149. They 
say that the upper segments of the small 
intestine, the duodenum, the jejunum and 
the upper two-thirds of the ileum may be 
observed roentgenologically by following 
the progress of a simple mixture of equal 
parts of barium sulfate and water through 
those segments. The lower third of the 
ileum is studied to best advantage by fill- 
ing it with contrast suspension in retro- 
grade direction through the ileocecal ori- 
fice. Roentgenoscopy and roentgenographic 
examination are made after the bulk of 
the contrast material has been expelled 
from the colon. They emphasize the point 
that roentgenoscopic examination is the 
cardinal manoeuver. They say: ‘There are 
no reliable roentgenological evidences of 
benignancy once the evidences for tumor 
are produced.” 

Pendergrass and Chamberlin (71) in a 
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paper entitled the ‘‘Roentgen Diagnosis of 
Lesions Involving the Ileum, Cecum and 
Proximal Ascending Colon’ report the 
findings in thirteen cases. They say that 
medullary tumors may produce intramural 
defects of a polypoid nature, while scir- 
thous carcinoma may produce a smooth 
constriction of the wall of the bowel. A 
double contrast enema study with spot films 
of suspected areas is desirable. 

In one of the cases of carcinoma of the 
jejunum reported by Kahn and Bay (56) 
a gastro-intestinal x-ray study showed a 
six-hour residue in the stomach and the 
duodenum. In the case of adenocarcinoma 
of the ileum reported by Flynn (33) roent- 
genologic examination showed a greatly 
distended duodenum, jejunum and ileum; 
In the case of a boy, aged seven years, re- 
ported by Charache (16a) x-ray study 
showed ‘what appeared to be some pathol- 
ogy connected with the small intestine, 
which did not appear to obstruct but 
showed dilatation or distortion of the gut.” 

Dockerty and Ashburn (28) say that 
“puckering and kinking in the region of 
the tumor invasion were observed and may 
provide a valuable roentgenologic sign of 
identification.” Cohn (19) in discussing 
the diagnostic value of the x-ray examina- 
tion in the two cases reported says: ‘I do 
not believe that anyone could doubt for a 


moment the importance which should be: 


attached to such mucosal pattern changes 
as were noted in the cases which are here- 
with presented.” Boman (8) says that 
roentgenologic studies in the past have not 
been very satisfactory from the diagnostic 
viewpoint; but that recent reports show 
improvement in the information produced 
by x-ray methods. 

In spite of the differences of opinion 





herewith enumerated the x-ray study ought 
to be made, repeated if necessary and the 
interpretation of the findings carefully 
analyzed. 

In addition to these diagnostic methods: 
blood count, test for occult blood and x-ray 
study, there is one additional diagnostic 
method that must frequently be employed: 
EXPLORATORY CELIOTOMY. In the 
case reported by Hundley and Bates 
(53) celiotomy was done after six weeks 
of preliminary study and medical treat- 
ment. The operation revealed an annular 
carcinoma of the jejunum which was pro- 
ducing intestinal obstruction. Jones and 
Harris (54) recommended exploratory ce- 
liotomy, particularly when definite roentgen 
findings are absent. A similar case was re- 
ported by Gainey and Friedland (36). 
River, McNealy and Ragins (80) believe 
that surgical exploration should be under- 
taken as soon as the patient has been ade- 
quately prepared. In the case reported by 
Flynn (33) exploratory celiotomy revealed 
a tumor of the ileum and lesions were 
found throughout the peritoneum which 
were thought to be miliary tubercles but 
which were proved to be metastatic car- 
cinomata. In the case reported by Bisgard 
and Cochran (6) exploratory celiotomy re- 
vealed a duodenal ulcer with extensive in- 
flammatory adhesions to the neighboring 
organs. A biopsy specimen obtained from 
the margin of the ulcer was at first diag- 
nosticated “chronic inflammation”. How- 
ever, additional studies of this material re- 
sulted in an amended diagnosis of lympho- 
sarcoma. 

It is obvious that when a diagnostic 
celiotomy is done the surgeon should be 
prepared to doa major operation. 


(To be continued ) 





Dr. Thorn on Hormone Therapy 


S EVEN hormones secreted by the gastro- 
intestinal tract have now been isolated 
and these substances exert a profound ef- 
fect on the secretion of the stomach, pan- 
creas, and small intestine and upon the 
activity of the gallbladder, says Dr. George 
W. Thorn, Hersey Professor of the Theory 
and Practice of Physic, Harvard Medical 
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School, in a paper presented at the recent 
midyear meeting of the American Pharma- 
ceutical Manufacturers’ Association. He 
concludes that, although extensive clinical 
application has not been tried, considerable 
thought should be given to the possibility 
of improving disturbances in gastro-intest- 
inal function by replacing appropriate hor- 
mones. 
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CONTEMPORARY PROGRESS 


PHYSICAL THERAPY 


Physical Medicine in Industry 


J. M. CARLISLE and R. O. MCMOR- 
RIS (Archives of Physical Therapy, 
26:353, June 1945) state that even before 
the World War II, the industrial physi- 
cian was impressed with the value of 
physical medicine in the field of industrial 
medicine. Military medicine gave an 
added impetus to the use of physical 
methods, Many industrial plants have es- 
tablished a physical medicine department 
as a part of their Msn medical setup.” 
Such a physical medicine department has 
been established at the Rahway plant of 
Merck and Co. and gradually enlarged. 
The equipment now employed includes a 
hydrotherapy room with full-length bath 
tub and shower and contrast bathtub, also 
whirlpool bath (for arm and hand, and 
for foot and leg), and a large massage 
table. Another room for other therapeutic 
procedures is equipped with three infra-red 
generators, with luminous and _ non- 
luminous lamps and luminous body bakers; 
ultra-violet ray lamps for local irradiation 
of small areas and for general irradiation; 
a short wave diathermy machine; and ex- 
ercise apparatus of various types. In ad- 
dition there is provision for electrodiagno- 
sis and electrochemical procedures. The 
physician who examines the patient and 
makes the diagnosis prescribes the type of 
physical medicine that the patient is to re- 
ceive. The physician is familiar with the 
indications and contraindications for each 
type of treatment he prescribes. It has 
also been found advantageous to have the 
physician acquainted with the technique 
of the various therapeutic procedures so 
that he is able to prescribe in more minute 
detail. The management of the physical 
therapy department is under the charge of 
a registered physical therapy technician, 
under the supervision of the medical staff, 
and assisted by registered nurses who have 
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had training in gigas therapy methods. 
The cases treated in the physical therapy 
department include strains and sprains; 
contusions; myositis and myalgia; derma- 
titis; burns; fractures; bursitis and infec- 
tions, including sinusitis. The cases treated 
included minor non-occupational ailments 
as well as occupational injuries. 


COMMENT 


Industry early found that its interests would 
be best served by caring for and returning to 
labour the injured worker as soon as possible 
after injury, hence the early use of physical 
therapy in the larger plants and the quicker 
recovery. As has been shown more recently 
and on a greater scale, by the records of Army, 
Navy and Air Forces, during World War II, 
the earlier the better for the institution of 
physical measures before irreversible lesions 
occur—stiffness, contractures, pain, atrophy 
and disability weaken the patient’s desire to 
make himself hale and whole again, 

Warmth and exercise, especially active ex- 
ercise, are most important and massage may 
be needed or, be given, at the very onset. 
Waiting for 8, 10 or more days in any injury 
is wasting time. The specialist in physical 
medicine is trained to prevent rather than 
cure. Immediate treatment, properly selected 
and given, by the physician himself, if and 
when indicated, is what shortens convalescence 
and puts the worker back on his job in record 
time. Whenever possible, he should not be off 
the job at all; some substitute work should be 
found to keep body and mind occupied whilst 
he is receiving treatment several times daily, 
every day. There will then be no long drawn 
out, tiresome cases, a bore to patient and 
physician and an irritation to the carrier. The 
usual weekly pay cheque is a great incentive 
to keeping on the job, any job. The sons of 
rest, who feel that no one appreciates their 
great sufferings, who yearn for vacations and 
sympathy, should be discouraged. Sissies, or 
those too strong to work, making the most of 
this luck that has befallen them, should be 
encouraged to keep active, to work, to go 
through the days normally, as before, for 
quickly renewed health, This applies to those 








cases treated at work—work therapy is the 
best there is, there is no close second. 

Cases requiring hospitalization should also 
be treated immediately, if not sooner, In con- 
nection with physical therapy several times 
daily, occupational therapy of a sensible and 
satisfying sort should be set up as soon as 
possible, to be followed by work therapy just 
as soon as it can be managed. 

The ideal set-up for an industrial clinic is 
the same as for a Class A hospital—the intern- 
ist, surgeon, orthopaedist, etc., are needed in 


are very painful and tender, a heat cradle 
with two to four 60-watt light bulbs may 
be placed over the affected joints for one- 
half to one hour three times daily; this 
keeps the weight of the covers off the 
joints as well as providing baking. As the 
patient becomes ambulatory, additional 
treatment is given once or twice a day 
in the physical therapy department, and 
later all treatments may be given in this 
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ment of Arthritis 


S. GAMBLE Pigorerye id Review, 
25:165, July-August, 1945) describes the 
methods of physical therapy employed on 
the arthritic service of the Cleveland 
Clinic. The patient may be at complete 
bed rest because of poor general condition 
or to rest the joints in an overweight 
osteoarthritic; infra-red baking .or dia- 
thermy for thirty to thirty-five minutes 
is given once or twice daily. This is fol- 
lowed by a massage of the muscles and 
ligaments above and below the affected 
joint, avoiding the joint at first. As the 
acute joint condition subsides, massage may 
be given over the joint. When the joints 





volved, the Hub- 
bard tank is used much in the same way as 
the whirlpool bath. This also permits 
various under-water exercises. Sunlight and 
general ultraviolet irradiation are of value 
as tonic measures, but overexposure must 
be carefully avoided. Common ion trans- 
fer, using either histamine or mecholyl as 
vasodilators, has been found of value in 
cases of arthritis with associated vasomotor 
instability, but the author has employed 
this method in only a few cases. Fever 
therapy is of value in arthritis; fever ther- 
apy by means of a cabinet requires much 
time and a trained personnel, not always 
available. Intravenous typhoid vaccine has 
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given good results in the author's experi- 
ence. Exercise should not be disregarded 
in the treatment of arthritis, as it is neces- 
sary to prevent ankylosis. When the joint 
condition is very acute, a short period of 
rest is allowed, but as soon as the acute 
condition begins to subside, the affected 
joints should be moved through as full a 
range of motion as possible without caus- 
ing severe pain or muscle spasm. This 
should be te after the application of 
heat and massage. If the patient cannot 
move’ the joint himself, passive motion is 
indicated. As the acute condition subsides 
further, assisted exercises and full active 
exercises are indicated. After the pain has 
completely subsided, active stretching ex- 
ercises are carried out, either manually or 
with apparatus. However, arthritic pa- 
tients should not be constantly ‘‘on their 
feet’’; adequate rest with heat, massage and 
regulated exercise is needed. The posture 
and breathing exercises should also be 
given attention in these patients. Occu- 
pational therapy is also employed for ar- 
thritics, both for obtaining specific exer- 
cise during convalescence and for its psy- 
chological value. 


COMMENT 


The point is well taken that the patient must 
be under medical supervision continually, since 
it may be necessary to modify or change the 
treatment at times depending upon the con- 
dition of the patient, the state of the disease, 
the need for orthopaedic interference when 
necessary, to apply splints, to prevent con- 
tractures, etc. 

In the acute stage of any arthritis, care 
must be taken not to give too much heat lest 
an increased flow of blood to the bart increase 
the pain in already engorged and inflamed 
joints, Cool wet packs make be indicated in 
these greatly affected joints at first until the 
temperature cools down. No massage, no pas- 
sive exercise should be undertaken, Gentle 
active exercise of all joints that can be moved 
without too great pain is encouraged. 

The whirlpool bath, about 100-102F, may 
be given when warmth is bearable because of 
its triple effect, that of the water, with its 
gentle warmth, its gentle massage due to the 
turbine action and the induced active exer- 
cises it compels without fatigue. In multiple 
joint involvement, general hydromassage is 
especially helpfui and is usually followed by 
a warm pack, the patient resting for an hour 
or more, as required, followed by an alcohol 
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rub to lessen his fears of catching cold, The 
general radiant light cabinet for 10-12 min- 
utes followed by the pack and alcohol rub 
is also indicated in general conditions, 

The ordinary tub bath, when neither of 
these methods can be followed, at a degree of 
warmth pleasant to the patient, is likewise 
most efficacious, followed by the same pro- 
cedures. At home the patient will almost 
always insist on something being added to 
the water, preferably “Epsom salt for pain.” 
This may be permitted if the skin be rubbed 
with some emollient to prevent harshness. 
Where cleanliness is devoutly to be wished, 
ivory soap flakes to make a foam bath are 
most efficacious and the air bubbles have an 
especially agreeable effect upon the skin. 
Sodium bicarbonate until a softening effect is 
felt, or washing soda, which is less expensive, 
may be used. Linit, which is refined starch, 
will prevent harshness of the skin—it is to be 
patted, not rubbed off, so as to leave a pow- 
dery covering. 

For local treatment, gentle infrared or 
luminous light, once or twice daily, not longer 
than 10-15 minutes, will soothe subacute or 
chronic pain and the part may be exercised 
under the light, gently and slowly, Small 
dosage of diathermy, long or short wave, 
longitudinally through the part, better not 
directly over a joint, followed by ultraviolet 
in small doses, graduated from 1 or 2 minutes 
up to 10 minutes, given generally, when pos- 
sible, will help to tone up the system, improve 
appetite and give a feeling of well-being, 
exceeded only by proper dosage of sunlight. 
Beware of excessive exposure, the deleterious 
effects are marked. Burns are to be avoided. 
Ultraviolet steps up metabolism greatly, which 
may not be desirable in those of weakened 
constitution, 

Most arthritics need a pleasantly warm 
climate as that of the Gulf, West Coast of 
Florida and the Southwest generally, where 
there is no bad weather.The sudden changes 
of wind and storm and temperature, in our 
most intemperate temperate zone, keep these 
people in a constant turmoil and worry. They 
have a losing fight on their hands in this 
vicinity where most months are not summery 
ones. Unless adequately protected in home, 
office and elsewhere by proper warmth, woolen 
clothing, decent shoes and stockings and 
proper mode of travel to avoid chilling, they 
will work at a low par and add to the days 
lost and work poorly done in wintry weather. 
Men can be persuaded to wool and warmth 
but the female of the species, wedded to two- 
thread or nylon stockings, paper-soled shoes, 
short jackets and very short skirts, is the 
deadliest enemy of the physician prescribing 
food and apparel that may add 1/100 inch of 
thickness to a figure that is usually a close 
approach to a clotheshorse, to which the new 
fashion of curves has not yet penetrated, 








Adequate nutrition being the basis of all 
well-being, all else in treatment fails if this 
be not attended to. Proper body mechanics at 
all times, meaning good posture lying, sitting 
or standing, with good housing as stressed 
above, must be constantly borne in mind. 
10,000,000 arthritics, mostly in the most pro- 
ductive ages, need as much, if not more, at- 
tention than 10 to 20,000 cases of infantile 
paralysis the country over. Children not prop- 
erly cared for in childhood are going to 
make up the bulk of this army of cripples, 
who will eventually bankrupt themselves and 
the country in health, strength and the ability 
to carry on. The few cents spent for arthritis 
and allied conditions in comparison with the 
hundreds of dollars spent for each case of 
poliomyelitis should spur our legislators to 
prevent sickness by attending to ways and 
means of providing decent wages to all work- 
ers, not to a favoured class of workers only, 
so that three good meals a day, properly 
cooked, sanitary and decent housing, clothing 
at a reasonable price, of proper quality, proper 
habits of health, and outdoor exercises in 
proper environment may lessen and, perhaps, 
prevent, the present and future millions who 
will not be accepted for military service. The 
cost of medical care rises as wages decline or 


are beiow living possibilities, 
M.C.L.McG. 


Refrigeration in General 
Surgery of Limbs 

F. M. ALLEN (American Journal of 
Surgery, 68:170, May 1945) states that re- 
frigeration was first used in the City Hos- 
pital for treating infected gangrenous legs 
when the patients refused operation or 
when the conditions prevented obtaining 
immediate legal permission for operation 
from patients or their families. Also it 
was found that when diabetic glycosuria 
and acidosis were not controlled by large 
doses of insulin in the presence of dia- 
betic gangrene, refrigeration of the gan- 
grenous extremity resulted in prompt con- 
trol of the diabetes with smaller doses of 
insulin. Refrigeration with a tourniquet 
serves as “a temporary amputation” in 
cases in which amputation cannot be done 
immewiately. Or McElvenny’s method 
without a tourniquet may be employed; 
with this method amputation may be still 
longer deplayed than when a tourniquet 
is used. Refrigeration is of special value 
in cases of trauma in which shock is 
present and operation must be delayed. 
In cases of trauma refrigeration should 
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not be delayed because of the flack of 
sterile ice. Contamination is already pres- 
ent in the average traumatic emergency 
and direct contact with ice that may be 
contaminated does not add to the danger 
while the application of cold prevents bac- 
terial incubation and tissue devitalization. 
Crush injuries and arterial wounds are 
also treated by refrigeration, for cold re- 
lieves pain, preserves tissues from decom- 
position, depresses local metabolism so that 
a reduced blood supply is adequate, dimin- 
ishes exudation and inhibits shock and 
toxic absorption. In some cases an in- 
jured limb may be saved by refrigeration 
without a tourniquet. In arteriosclerotic 
or diabetic gangrene, the author considers 
that the most promising plan of treatment 
is to expose the affected area to coolness 
and dryness with an electric fan or a 
special air chamber keeping the skin tem- 
perature between 20 and 30°C, while 
keeping the patient warm and heating the 
affected leg above the gangrenous or cya- 
notic area. Dry cooling is indicated also 
in frostbite and in immersion foot. “Rad- 
ical refrigeration” is not indicated in these 
cases, but temperature should be low 
enough to give the usual benefits of cold 
applications—control of pain and neuro- 
vascular disturbances and lowering of 
“metabolic demands” to prevent necrosis— 
but as high as possible to favor healing. 
In the treatment of burns, refrigeration 
has the same advantages as in the treat- 
ment of other types of wounds. The usual 
cleansing and debridement are not em- 
ployed; the best immediate treatment for 
a burn is to “plunge it” into ice water or 
even cool tap water, which will result in 
removal of dirt; where the burn is else- 
where on the body, ice should be applied 
immediately. The formal treatment of the 
burn begins with the application of a thin 
layer of greased gauze; bacteriostatic oint- 
ments may be used on the gauze if de- 
sired. Radical refrigeration is then applied 
to reduce the skin temperature to a few 
degrees above freezing. This may be done 
with the use of ice or ice-bags, but the 
best method is the use of the Therm-O- 
Rite refrigerating blankets or air cham- 
ber. In large burned areas, especially on 


MEDICAL TIMES, FEBRUARY, 1946 











es Ww = oS 








the trunk, there 1s difficulty in maintaining 
normal body temperature by application of 
heat to unburned regions, and in such 
cases, a compromise may be necessary by 
employing less than the optimal degree 
of cold. With burns, the crisis of shock 
and intoxication is maximal for about one 
to three days, and after this period the 
degree of hypothermia may be modified. 
It may be necessary to continue skin tem- 
perature of 60 to 80°F. in the burned 
area for a number of weeks. The routine 
changes of the greased gauze dressings 
are painless under refrigeration, and “the 
original dirt’’ comes away automatically 
and harmlessly. The constitutional con- 
dition of patients is improved rapidly, due 
to the direct relief from intoxication by 
refrigeration, and also to the freedom from 
the narcotics usually necessary. The regen- 
eration of tissue locally is excellent and 
the need for skin grafting is reduced. 


COMMENT 


Any method that wil! save life and/or limb 
in dread peripheral vascular disease is to be 
studied and commended, In the malnourished, 
chronically ill and generally depleted patients 
usual in the City Hospital, gangrene in the 
diabetic or aarteriosclerotic victim usually 
spelled disaster previous to the introduction 
of refrigeration by F. M, Allen, Lyman Cross- 
man and associates, in January, 1941. 


Following the epoch-making experiments oft 
Temple Fay of Temple University, Phila- 
delphia, in his application of cold for the 
relief of intractable pain in cancer, Allen 
studied the effects of cold in limbs of animals 
and later humans, From this pioneer work the 
treatment of peripheral vascular disease with 
cold and, eventually, operation under refriger- 
ation with the tourniquet for gangrenous ex- 
tremities, reduced the morbidity and mortality 
rates from the high nineties to about 13 per 
cent in early days and at bresent this has been 
further reduced to an almost negligible figure. 


In selected cases it would be trifling but 
in the class of cases treated at City Hospital, 
it is truly remarkable to have such good re- 
sults, In addition, absence of shock, checking 
of infection, relief of pain, and the possibility 
of using lower sites for amputation, all help 
the case for refrigeration. 


The machines developed for the application 
'{ cooling by cold, dry air mark an advance 
ver the earlier use of the ice and its need 
for removal when melted, but as far as results 
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are concerned, in cases of emergency the ice 
is still excellent. 

The extension of the method to burns adds 
another tool to our armamentarium. Checking 
pain, infection and shock should help the 
patient greatly and permit all his powers to 
be used to overcome the general let-down. 
Quicker healing and less need for skin graft- 
ing with less narcotic medication are much to 


be desired, 


In the enthusiasm for methods stemming 
from an old principle recently rediscovered, 
the use of cold to alleviate pain and check 
shock and infection, it must be borne in mind 
that refrigeration, especially with the tourni- 
quet, usually means amputation and, that it is 
especially indicated in gangrenous, diabetic 
lesions, Without the tourniquet, as used by 
McElvanny, refrigeration in certain cases may 
delay or prevent amputation, serving to tide 
over @ crisis. 


Peripheral vascular disease has many facets, 
each case must be individualized. Defending 
on the lesion, length of time operative, pa- 
tient’s possibility for healing, his intelligence 
in taking care of himself under proper in- 
struction, the older methods are still of value. 
Gentle warmth with the thermostatically con- 
trolled heat cradle at 92 F, or abdominal or 
pelvic heat only, Buerger’s exercises and his- 
tamine or mecholyl electrophoresis still have 
their place depending on the diagnosis and 
the pathology. 


Proper nutrition, proper housing, proper 
clothing, proper care of the feet at work and 
at leisure are still the most important pre- 
ventive and curative measures, Patients who 
continue to smoke are harming themselves 
greatly. Patients who cut or pick their toes, 
use too great heat either from water, hot bags, 
pads or lamps, wear shoes too tight or too 
short or of poor quality are heading into 
danger. Overwork, fatigue, tension and strain 
are to be avoided. 


Studies pf the patient as a whole are in 
order and every detail must -be looked into. 
Much will be learned from nerve block when 
it can be done, both posterior tibial and para- 
vertebral, as to the future conduct of the case. 
In early infections, the intra-arterial use of 
penicillin with the tourniquet has given good 
results in a number of cases as discussed by 
Glasser, Herrlin and Pollock in ].A.M.A, 14 
July, 1945. } 


Experiment with the new, take what is good, 
but do not discard measures that have been 
found tried and true when the pathology calls 
for them, Preventive measures are most im- 
portant; appropriate anti-spasmodic medica- 
tion is essential in these cases, the simpler the 
better; narcotics are to be avoided; vitamins, 
high proteins and alcohol are to be stressed. 

M.C.L.McG. 
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Classical Quotations 


@ Physicians speak alike of internal and external 
eancer, but who among them has ever mentioned 
carcinoma of the urinary bladder? Nevertheless a 
clear example of this was brought to my notice, 
which I shall snatch from oblivion. Not in order 
that someone may search for a remedy for a dis- 
ease that can not be healed, but that it should ap- 
vear that continuous torment of the bladder is not 
always caused by calculus or ulcer, but is rather 
sometimes caused by this incurable cancer. 


NICHOLAS TULP 
Cancer Vesicae, Observatio xxxviii, Book IV, 1652. 


Dental Surgery 
Essentials of Oral Surgery. By Vilray Papin 


Blair, M.D., & Robert Henry Ivy, M.D., with | 


the collaboration of James Barrett Brown, 
M.D. 3rd Edition. St. Louis, C. V. Mosby 
Co., [c. 1944}. 8vo. 624 pages, illustrated. 
Cloth, $6.50. 
N the Preface to the Third Edition of 
Essentials of Oral Surgery the authors 
state “In preparation of the third edition 
an endeavor has been made to bring the 
sections on shock, hemorrhage, burns, and 
wounds up to date. The newer develop- 
ments in the treatment of fractures of the 
jaws and in general anesthesia have been 
added.” This book has been a standard 
textbook in many schools for some years. 
It is well arranged and profusely illus- 
trated. As a ready reference for the general 
practitioner of medicine and dentistry, it 
has stood the test of time and this third 
edition brings it completely up to date. 
LAWRENCE J. DUNN 


Sketch of Freud’s Life 


Freud, Master and Friend. By Hanns Sachs. 


Cambridge, Harvard University Press. {c. 
1944}. 8vo. 195 pages, illustrated. Cloth, 
$2.50. 


H teonpen are few people who have had 
the opportunity of working with Freud 
as did Dr. Sachs. He was associated with 
him from 1904 to 1939. He was one of 
the few close to him. Therefore, the book 
is an intimate picture of the man, who has 
so universally influenced human thought 
and helped to understand human action. 
There are but few close-ups of Freud. 
Therefore the book is really an interesting 
description of the man, the scientist, the 
great exploror of the human mind. There 
are many-sided accounts of the man, how 
he lived, acted with his coworker, how he 
behaved towards his family, and how he 
had surmounted the many barriers put in 
the way of his great accomplishments. 
There is a rather sad and yet illuminating 
account of the way the Nazis treated Freud, 
and of his reaction to his forced departure 
from the city which he loved so much and 
where he did most of his work. It is really 
a human document, that will appeal to 
many. 

IRVING J. SANDS 


Intestinal Ulcers 


Duodenal and Jejunal Peptic Ulcer. Technic 
of Resection. By Rudolf Nissen, M.D. New 
York, Grune & Stratton, [c. 1945]. 8vo. 143 
pages, illustrated. Cloth, $4.75. 

ONTAINED within this small treatise 

on the surgery of peptic ulcer is a 
mass of precise technical detail which be- 
speaks the tremendous experience of the 
author. The book is not intended for the 
occasional surgeon but for those men to 
whom the problems of major upper intes- 
tinal surgery are daily and vexing occur- 
rences. 
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The first portion of the book deals pri- 
marily with the problems of duodenal 
stump closure and advocates the author's 
method, which through the years since 
1933 has gained adherents both in England 
and the United States. The method differs 
radically from the accepted inversion, serosa 
to serosa, type of closure after mobilization 
of the posterior duodenal wall. Instead, the 
posterior duodenal wall is undisturbed, 
while the anterior wall is sutured in turn 
to the distal margin of the ulcer, the proxi- 
mal margin, and finally to the pancreatic 
capsule. The technique, together with its 
variations, is admirably illustrated with ex- 
cellent drawings. The reported successes of 
the method render it an important contri- 
bution to this so often perplexing problem. 

Emphasis is laid on the Billroth I resec- 
tion in the case of a small, easily mobiliz- 
able ulcer. In his foreward, Wangensteen 
endorses this procedure on physiologic 
grounds, 

The latter half of the book is concerned 
with the numerous problems associated with 
jejunal peptic ulcer, differentiating anterior 
and posterior ulcers and the type which oc- 
casionally occurs as a sequel to gastrectomy. 
Palliative and radical procedures are care- 
fully outlined and discussed. 

This volume is a valuable addition to any 
surgeon’s library and is to be heartily 
recommended. 

HAROLD KOPPELMAN 


Pathology of Nervous Diseases 


Textbook of Neuropathology. By Arthur 
Weil, M.D. 2nd Edition. New York, Grune 
& Stratton [c. 1945}. 8vo. 356 pages, illus- 
trated. Cloth, $5.50. 

HIS is the second edition of a book 
that first was published in 1935. Writ- 
ten by an active worker in the field, who 
has had practical experience with material 
coming from acute as well as chronic 
neurological services, it is an accurate ac- 
count of the pathological changes occurring 
in the nervous system in the different neu- 
rological diseases. The work is well writ- 
ten, systematically arranged, and admirably 
suited for the needs of the student. It is 
highly recommended. 
IRVING J. SANDS 
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Diseases of the Hair 


The Hair and Scalp, A Clinical Study (with 
a chapter on Hirsuties). By Agnes Savill, 
M.D. 3rd Edition. Baltimore, The Williams 
& Wilkins Co., [c. 1945]. 8vo. 304 pages, 
illustrated. Cloth, $4.75. 

HIS is the third edition of Savill’s book 

on The Hair and Scalp and shows con- 
siderable careful revision in order to bring 
it up to date. 

The author received her early inspiration 
in this subject from no less a person than 
the great Sabouraud. To the fine clinical 
concepts gained from him she has added 
her own extensive experience, particularly 
in the matter of causation of hairfall and 
dandruff. 

An excellent chapter on the molecular 
structure and elastic properties of the hair 
contributed by Astbury explains the man- 
ner in which curling and permanent wav- 
ing affect the hair. 

Differential diagnosis, etiological factors 
and therapeutic agents in all diseases of 
the air and scalp are quite thoroughly dis- 
cussed. The effect of systemic conditions is 
not forgotten. The author believes that all 
physicians should exhibit more interest in 
scalp diseases so that the treatment of such 
conditions may be undertaken by them 
rather than by beauticians. If one thorough- 
ly digests this book he will entertain new 
interest in these diseases and find himself 
well prepared to adequately treat them. 

The book is highly recommended. 

E. ALMORE GAUVAIN 


Neurosurgical Care 


The Care of the Neurosurgical Patient. Be- 
fore, During and After Operation. By Er- 
nest Sachs, M.D. St. Louis, C. V. Mosby Co., 
{c. 1945}. 8vo. 268 pages, illustrated. Cloth, 
$6.00. 

Sages book represents the viewpoints of 

a surgeon who has devoted thirty-five 
years to the treatment of patients with vari- 
ous lesions of the nervous system which are 
considered amenable to surgical therapy. 

His is a unique experience and there is 

much good advice scattered through this 

250 page treatise, most of which is no 

doubt derived from the school of hard 

knocks. The discussions concerning the 





clinical approach to diagnosis, techniques 
employed at operation, and the nursing care 
during the postoperative course are suf- 
ficiently interwoven to portray an excep- 
tional understanding of neurosurgery as a 
whole. With the termination of the war 
there will be many young men returned to 
civilian life whose experience with battle 
casualties has provided a stimulus for con- 
tinued work in the neurosurgical field. This 
book should furnish them considerable in- 
formation regarding situations not com- 
monly encountered in the treatment of pa- 
tients with lesions of the nervous system of 
traumatic origin. 

JEFFERSON BROWDER 


The Dysenteries 


Bacillary Dysentery, Colitis and Enteritis. 
By Joseph Felsen, M.D. Philadelphia, W. B. 
Saunders Co., [c. 1945]. 12mo. 618 pages, 
illustrated. Cloth, $6.00. 


D*: JOSEPH FELSEN has for ten or 
more years discussed the possibility 
that these three diseases are related. His 
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recent book has detailed information on the 
investigations which led to this conclusion. 
To this reviewer his theory of the causative 
relationship between acute bacillary dysen- 
tery and chronic ulcerative colitis, is reason- 
able and satisfactory on the data offered. 
Other theories of the etiology of the latter 
disease such as allergy, deficiency states, 
psychogenic factors, etc., are recognized as 
results, or at least important factors, rather 
than actual causes. Tests of the agglutina- 
tive titers for dysentery on all cases cf 
ulcerative colitis will provide the volume 
of corroborative evidence necessary for final 
proof of his theory. 

In the treatment of chronic ulcerative 
colitis the use of immunized donors for 
blood transfusion is advocated. Blood 
transfusion from nonimmunized donors 
has proven most valuable and is empha- 
sized also by British specialists. 

This small book is packed with infor- 
mation for the specialist and contains many 
very useful facts for the general practi- 
tioner. 

HENRY F. KRAMER 











Textbook of Medicine. By Various Authors. Edited 
by J. J. Conybeare, M.D. ‘th Edition. Balti- 
more, The William & Wilkins Co., [c. 1945]. 


8vo. 1,164 pages, illustrated. Cloth, $8.00. 


Combined Textbook of Obstetrics and Gynaecology. 
For Students and Medical Practitioners. Revised 
by J. M. Munro Kerr, M.D., and others. 4th 
Edition. Baltimore, The Williams & Wilkins Co., 
[c. 1944]. 8vo. Cloth, 
$12.00. 


1,208 pages, illustrated. 


Peter J. Steincrohn, M.D. 
Doubleday, Doran & Co. 
288 pages. Cloth, $2. 50. 


Forget Your Age! By 
Garden City, N. Y., 
[c. 1944, 1945]. 12mo. 


The Story of a Country Medical College. A History 
of the Clinical School of Medicine and the Ver- 
mont Medical College, Woodstock, Vermont, 1827- 
1856. By Frederick Clayton Waite, Ph.D. Mont- 
pelier, Vermont Historical Society, [c, 1945]. 
8vo. 213 pages, illustrated. Cloth, $4.50. 


Microbes of Merit. By Dr. Otto Rahn. Lancaster, 
Pa., Jacques Cattell Press, [c. 1945]. 8vo. 277 
pages, illustrated. Cloth, $4.00. 


4 Manual of Surgical Anatomy. Prepared Under the 
fuspices of the Committee on Surgery of the Di- 
vision of Medical Sciences of the National Re- 
search Council. By Tom Jones & W. C. Shepard. 
Philadelphia, W. B. Saunders Co., [c. 1945]. 
12mo. 254 pages, illustrated. Cloth, $3.00. 
(Military Surgical Manuals.) Pocket Edition. 


How A Baby Crows. By Arnold 
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A Story in Pictures. 


New York, Harper & Bros. [c. 


Gesell, M.D. 
83 pages, illustrated. Cloth, $2. 00. 


1945]. 4to. 


Textbook of Obstetrics. Designed for the Use of 
Students and Practitioners. y Henricus J. 
Stander, M.D. Stander’s 3rd Revision, represent- 
ing the 9th Edition of Williams Obstetrics. New 
York, D. Appleton-Century Co. [c. 1945]. 8vo. 
1,277 pages, illustrated. Cloth, $10.00. 


Facial and Body Prosthesis. By Capt. Carl Dame 
anlage 8.C., A.U.S. St. Louis, C. V. Mosby 
Co., [c. 1945]. 8vo. 200 pages, illustrated. 
Cloth, $5.00. 


Total War and the Human Mind. A_ Psychologist’s 
Experiences in Occupied Holland. By Major A. 
M. Meerloo, M.D. New York, International Uni- 
versity Press, [c. 1945]. 8vo. 78 pages. Cloth, 
$1.75, 


Essentials of Clinical Allergy. By Samuel J. Taub, 
M.D. Baltimore, The Williams & Wilkins Co., 
[e. 1945]. 8vo. illustrated. Cloth, 
$3.00. 


198 pages, 


Toward Individual 
By Samuel Lowy, 
1945]. 


New Directions in Psychology. 
Happiness and Social Progress. 
M.D. New York, Emerson Books, [e. 
8vo. 194 pages. Cloth, $3.00. 

Pathology of Tropical Diseases. An Atlas. By 
Col. Jj. EB. Ash, BAX., US: & Sophie Spitz, 

M.D., A.U.S. Philadelphia, W. B. Saunders 

Co., [c. 1945]. 4to. 350 pages, illustrated. Cloth, 
00. 
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